A 45 year old male presented with chronic headache for the last six months, with recent aggravation. The headache was holocranial in nature and not associated with vomiting, aura or any other neurological complaints.
On examination, he had no neurological deficit. Contrast enhanced Magnetic Resonance Imaging (MRI), was performed which revealed features suggestive of intraventricular neurocytoma with intraventricular hemorrhage (Figs. 1-3) . He underwent gross total excision of tumor after frontal craniotomy and through anterior transcallosal approach. Histopathology suggested a diagnosis of neurocytoma WHO grade II. 
Discussion
Hassoun et al. first coined the term 'intraventricular neurocytoma' to describe a benign primary brain tumor usually affecting young adults and most commonly seen in the lateral and the third ventricles. 1 Various other nomenclatures including differentiated neuroblastoma and intraventricular neuroblastoma have been used to describe this entity. They are very rare central nervous system (CNS) tumors of neuronal origin. In adults, it represents almost half of supratentorial intraventricular tumors, but overall, it constitutes less than 1% of all CNS tumors. 2 Misdiagnosis of this lesion on histopathology as oligodendroglioma and on imaging as meningioma, ependymoma, oligodendroglioma, choroid plexus papilloma have been reported. The usual clinical presentation of these tumors is with features of increased intracranial tension. On computed tomography, they appear as heterogeneous masses located in the lateral ventricle with broad base towards the septum pellucidum. Sometimes the tumor may extend into the opposite lateral ventricle or remain confined to one ventricle causing bulging of the septum pellucidum. 3 On computed tomogram (CT) and MRI, areas of calcification are commonly seen but rarely, areas of hemorrhage can also be appreciated. These lesions are benign; however, in some cases, intraventricular dissemination can occur. MR spectroscopy can show a characteristic peak at 3.55 ppm (due to Glycine) and elevated choline at 3.2 ppm which can help in diagnosis. 4 The treatment for these lesions is total excision. Prognosis is usually good, with few cases of recurrence which in some series showed recurrence in almost one third of patients. 5, 6 Adjuvant radiation therapy (RT) may be required in cases of inadequate removal or recurrence and postoperative RT is associated with significantly better local control of the disease. 6 However, the extent of resection may not be correlated with local recurrence. Mitotic index <3 and the typical nature of the tumor are associated with better overall survival and good prognosis. 
